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Executive summary
By analysing the cases of the countries including Spain, South Korea and Canada, and understanding the way healthcare organisations operate, along with the leadership dynamics, it is possible to evaluate the responses and outcomes of the pandemic in the period and post-pandemic era, as well. The healthcare models are different in different countries. With the distribution of responsibilities among the central or federal, regional or state and local levels, and with the degree of integration of the healthcare delivery and public health care, it is possible to strengthen primary care and also the funding and resources to shape the consequences of crises such as a pandemic. The national leadership responses to the COVID-19 of Spain, South Korea, and Canada on how leadership regarding crisis, expert collaboration, and vulnerable groups protection influenced the health system of the countries has been presented in report. Strong leadership helped in improving coordination, delivery of vaccines and risk communication although the two countries operated under different governance models. Preparedness in the future will involve workforces that are resilient, digital surveillance and policies that enhance countries and regions cooperation.
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[bookmark: _Toc216690821]Introduction
The outbreak of the COVID-19 pandemic has become one of the major health challenges of the 21st century, which has compelled governments to adopt multiple strategies to mitigate the risks related to health, social and economic impacts. Multiple countries across the globe respond differently according to their structure and capacity of the healthcare system, style of leadership and the degree of centralisation within the governance frameworks for crisis management. Managing the pandemic has become one of the major challenges for medical preparedness and also tested leadership, adaptability, political coordination and public trust as a whole (Timmis and Brüssow, 2020, p.1986). Evaluation of the contrasting responses of different nations can offer meaningful insights about the governance and leadership approaches to influence the public health outcome during the period of crisis. 
The report aims to compare and contrast different organisations related to the healthcare system and leadership approaches during the pandemic outbreak across three main countries in jurisdictions including Spain, South Korea, and Canada. The purpose of the report is to identify and represent three distinct government models of these three countries. The report has examined the existing healthcare system of different organisations and pandemic response frameworks of Spain, South Korea and Canada while analysing tailored strategies and leadership styles to demonstrate the movement of the key national leaders during the period of crisis. The report draws up relevant leadership theories such as transformational, transactional, situational, adaptive and so on and also discusses different levels of power centralisation that can influence healthcare programmes and crisis management across these three countries in particular. 
[bookmark: _Toc216690822]1. Comparison and contrast among the organisation of the health care system in the context of the response to the pandemic in three jurisdictions: Spain, South Korea, and Canada
[bookmark: _Toc216690823]Overview of the healthcare systems during the pandemic outbreak
During the public health crisis, such as the COVID-19 pandemic, the healthcare systems across the globe have faced common challenges to protect the population (Filip et al., 2022, p.1295). Spain has a tax-funded national health service based on strong regional responsibilities (Saltman, 2019, p.8). Whereas Canada has a highly decentralised federal model with large provinces administering care under the federal standards, and South Korea has a centralised but hybrid system with a strong public health agency and national health insurance. In a situation of a pandemic, the organisations are influenced by the capacity of early detection, coordination, resource allocation, surge capacity, rollout of vaccination and balancing of national vs sub-national roles to manage the crisis. The central management and control also affect the decision making, conformity, resource mobilisation and responsiveness. The healthcare system and responses among these three countries vary due to different jurisdictions, hindering the process or helping to manage the pandemic. 
[bookmark: _Toc216690824]Healthcare system organisations
The healthcare system of Spain is decentralised and built around the Sistema Nacional de Salud (SNS, National Health System), which offers Universal coverage, tax-funded, predominantly offered via the public sector at the delivery point (who.int, 2024). 17 autonomous regional governments are included in the SNS, while the Central Ministry of Health maintains oversight of interregional coordination, bringing policies and national public health functions, which also highlight the lack of uniform standards. The health expenditure of the country before the pandemic was around 6.4% of GDP, which was relatively low in comparison to the other European countries (Royo, 2020, pp.180-190). The structural underfunding and austerity measures of the healthcare system, mainly in material and human resources, have highlighted the constraints. Public health functions include emergency preparedness and surveillance, which were recognised as fragmented across all levels, hindering coordination among the organisations. Causing delayed responses, hampering rapid action and seeking coordination across multiple autonomous units. Decentralisation in Spain has combined weak central oversight and under-resourcing that undermines the responsiveness in situations such as the pandemic. On the other hand, the healthcare system of South Korea is highly operated under the Universal National Health Insurance Model, where NHIS covers all residents, integrated in 2000 from the earlier schemes, which were fragmented (Cho and Chu, 2017, p.235).  
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Figure: New cases of COVID-19 in Spain
(Source: Royo, 2020, pp.180-190)
The Ministry of Health coordinated national strategies in Spain, while the regional health authorities, such as Catalina’s Departments of Health and Madrid's Servicio Madrileño de Salud (SERMAS), executed the local measures (Bernal-Delgado et al., 2024, pp.1-187). Hospitals such as Hospital Universitario 12 de Octubre in Madrid and Hospital Clinic de Barcelona became major hubs for vaccine trials and treatments of the pandemic, which reflects differences in regional capacity. The Spanish Agency for Medicines and Health Products (AEMPS) monitored the vaccine control, approval, and distribution, which ensured efficiency and safety despite the decentralised structure. On the other hand, in Canada, the Public Health Agency of Canada (PHAC) collaborated with organisations such as Ontario Health and the British Columbia Centre for Disease Control (BCCDC) for improved data coordination and testing (Lix et al., 2018, p.433). Toronto General Hospital and Vancouver General Hospital combinedly manage the surge capacity, while NACI advised the guided rollouts of the vaccine. Differing from this, SA has the Korea Disease Control and Prevention Agency (KDCA) for real-time data sharing, transparency, public communication and nationwide testing. Private sector organisations such as SD Biosensor and Seegene developed rapid PCR testing kits, which were exported globally.  Popular hospitals such as Asan Medical Centre and Seoul National University Hospital implemented an integrated monitoring system and AI-based triage tools, which demonstrated strong centralised coordination between healthcare, government and the technology sector of the country. 
Govt. subsidiaries and compulsory contribution, along with out-of-pocket cost sharing, are included in the financing, but it is moderated. Private providers, including hospitals, dominate the capacity of the beds and delivery of care is significant through the insurance system, which regulates the financing mainly. Considering the disease control and public healthcare, the Korea Disease Control and Prevention Agency KDCA, (formerly KCDC), under the Ministry of Welfare MOHW functions as the central Controller for surveillance of diseases, along with emergency response and control of outbreaks (oecd.org, 2020). The system is more centralised here, and the key functions include surveillance, contingency planning, testing infrastructure, and national guidelines. The blend of strong central coordination with flexible local implementation helped South Korea to achieve uniform actions and enabled quick decision-making. Differing from this, Canada has a universal publicly funded model (Canadian Medicare) with a large administration of the territorial and provincial models. The federal government offers funding and sets national standards via the Canada Health Act, including workforce regulation, actual delivery and hospital and most health services under the provincial jurisdiction (commonwealthfund.org, 2020). 
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Figure: Appraising Korea’s public health capacity – analytical framework 
(Source: oecd.org, 2020)
Each territory of Canada has its own infrastructure plan, while the medical necessary service and physicians are free of charge, aligned with many other services such as the dental, outpatient pharmaceuticals, community care, and so on, with a mix of private or public coverage. Canada operates as a federation, and health is largely delegated here; the system is highly decentralised to offer improved operational delivery and significant regional variations. A high degree of decentralisation is evident in the health system of Canada, which holds substantial power of decision-making with public health mandates, workforce, and hospital administration (Smith, 2023, pp.19-28). The federal government acts as a funder and standard-setter rather than a complete controller. During the pandemic, subnational governments seemed responsible in their jurisdictions, which can further lead to duplication, inconsistencies and slower national-level coordination followed by fragmented messaging. The balance between the provincial and federal responsibilities complicated the national strategies. 
[bookmark: _Toc216690825]COVID-19 responses, key features and outcomes
In the early stage of the pandemic, Spain was significantly impacted, and in the fast wave, the country experienced a high mortality rate, as over 18% died in 2020 relative to the previous year, with huge hospital and ICU burden (Gasch-Illescas et al., 2023, p.5507). Though the initial response and governance of the country were highly criticised, the lack of dimension, including transparency, efficiency, and participation, was crucial.  There was also the rising case sign of the pandemic; however, the government at the regional and national levels acted slowly and proceeded with mass gatherings with limited testing or tracking capability. A national estado de alarrma (state of emergency) was declared by the government of Spain on March 14, 2020, by the Royal Decree 463/2020, which offered more powers to the central government for establishing coordination among the regions (Rodríguez-Teruel et al., 2024, pp. 56-88). On the other hand, South Korea is widely regarded as one of the more effective early responders to COVID-19. The response of South Korea rested on early testing, contact tracing, transparent communication, isolation and the use of technology, including mobile alerts, drive-through testing and relatively rapid scale-up of capacity. The hybrid governance “whole-of-nation” model facilitated cooperation across all the governments, communities and the private sector.  The role of KDCA is vital in real-time surveillance and the MOHW’s planning function, and strong central leadership enabled coherent cooperation across local governments and provinces. 
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Figure: COVID-19 Confirmed Cases (Deaths) in South Korea
(Source: You, 2020, pp.801-808)
In South Korea, the national infectious disease plan, the government-led public health administration, with collaboration and an adaptive health system, the system of the country got benefited from previous outbreaks, which helped strengthen institutional capacity (You, 2020, pp.801-808). The system benefited from previous outbreaks and lessons, which helped to strengthen the institutional capacity. The central government could also enforce further quarantine, resource mobilisation, and travel measures while coordinating with local governments. The response to the pandemic by Canada involved both federal and provincial roles. The federal government offered coordination, purchase of vaccines and funding with a broader travel policy which handled public-health measures, ICU management, and Hospitality capacity, implementation of vaccination and so on. As a review, Canada has revealed that the first 100 cases of countries' responses were uncoordinated, decentralised, slow and human-driven (Hansen and Cyr, 2020, p. 20343). As noted by the study, federalism significantly affected the coordination; the role of the government was more supportive than directive. The rollout of the vaccination took quite a while in the country; however, eventually it achieved better and higher coverage instead of regional disparities. In the post-pandemic state, the commentators have highlighted the need to strengthen federal-provincial coordination and system resilience. 
The government of Spain has a decentralised nature of service, which reflects that each of the regions has different preparedness and responses. The interregional coordination and clear legal lines of authority were weak within the country. As a result, the decentralised health system required coordination and strength between the regional and national levels. The pandemic in Spain exposed the way non-COVID care was affected, and as an example, at a particular tertiary hospital during the second wave, non-COVID admissions dropped by nearly ~19 % while the admissions and severity rose (Gasch-Illescas et al., 2023, p.5507). The vaccination of the country has become one of the strongest examples of Europe through the focus on system organisation rather than vaccination strategy. On the other hand, the centralised command structure enabled rapid resource deployment, uniform policy and consistent messaging in South Korea. Differently, Canada counters the lack of hierarchical control over the provincial health system, and the model resulted in slower alignment, variation and less uniformity in early response phases. The speed of decision-making and resource mobilisation seems vital in the case of the pandemic responses by the organisations (Janssen and Van der Voort, 2020, p.102180). Strong central coordination fostered more consistent national protocols. In Canada, provinces implemented divergent strategies, which led to confusion at the national level. Robust national agencies and centralised systems help to build and develop capacity rapidly. 
[bookmark: _Toc216690826]Implications for pandemic responses 
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Figure: Four phases in the central-regional IGR management of the COVID-19 crisis in Spain
(Source: Navarro and Velasco, 2022, pp.191-210)
The decentralisation of the health system of Spain revealed that regional authorities closely operated with the local population, offering advantages. The weak central regional coordination, lack of uniform standards and variable resources among the regions offer vulnerabilities in pandemic response. The underfunding of the countries triggered the issues and caused delayed responses that amplified the negative impacts. On the other hand, national emergency powers were activated in Spain, where the central government had the power to impose uniform measures such as lockdowns (Navarro and Velasco, 2020, pp.191-210). The condition of South Korea is different, and relatively centralised structures offer consistency of responsiveness, strong coordination and agility to the country. The integrated insurance financing gave broad coverage and access, and the robust public-health machinery offers improved detection and containment, which were strengths. However, challenges remained high, including balancing privacy concerns, capacity constraints in tracing; however, overall organisational structure worked favourably in the content crisis. The decentralised model of Canada allowed provinces to tailor responses to the local context, which can be considered a strength; however, some provinces experience lower preparedness, variation in capacity and slow coordination with the federal-level procurement and strategy. The lack of a strong central command structure limited the rapid national mobilisation of countries (Capano et al., 2020, pp.285-308). 
On the other hand, the Universal coverage model of Canada ensured broad care access, and provincial or local health authorities were closely embedded in the communities of the country, which can enhance local responsiveness and trust of the public. The experiences of the country in the pandemic responses highlight the way decentralisation without strong coordination can hamper uniform and swift response to the crisis. Communication and public trust seem vital for the countries. Korea facilitated centralised messaging with transparency, helping to gain public cooperation. Spain struggled in this regard, and Canada's models required further alignment with multiple jurisdictional communications to convey the nation's message. Local and national-level adaptations are vital for all countries concerning pandemic responsiveness. The regions of Spain and Canada could tailor the responses to the local context; however, the centralised approach of Korea's allowed local implementation is largely under national guidance (Oh et al., 2020, p. 1753464). 
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Figure: variation of COVID-19 Policy announcements over time
(Source: Capano et al., 2020, pp.285-308)

[bookmark: _heading=h.9m9ks0699x4v][bookmark: _Toc216690827]2. Comparative Analysis of Leadership Approaches in Spain, South Korea and Canada During COVID-19
[bookmark: _heading=h.hl14fado3v3a][bookmark: _Toc216690828]Common Leadership Approaches Across Spain, South Korea and Canada
[bookmark: _heading=h.k02pqkwkai7g][bookmark: _Toc216690829]1. Crisis and Emergency Leadership 
All three leaders had portrayed crisis leadership during the initial stages of COVID-19 albeit with varying urgency and efficacy. Minister Salvador Illa in Spain was the first to show aspects of passive-avoidant leadership which is characterised by the late identification of risk and slow initiation of emergency responses. The transmission was underestimated by the government leading to overrun hospitals. In the case of the biennium 2020-21, Spain contributed US$7.5 million to the WHO response to COVID-19 of which the larger portion was flexible (WHO, 2023). Despite with mortality increasing, Spain began to transition to a more centralised approach to emergency measures where national lockdowns and redistribution of ICU resources were used. This is an indicator of a shift towards reactive crisis leadership where actions were executed under pressure and not with foresight. Though delayed, the shift resulted in an effective way to flatten the curves of infections.
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Figure: WHO's top ten contributors of thematic funding for 2020-2021
(Source: WHO, 2023)
South Korea on the other hand had a proactive leader of crisis, the Prime Minister Chung Sye-kyun who was based on the theories of transformational and adaptive leadership. Following the MERS outbreak of 2015 South Korea responded with an uncharacteristically swift reaction; emergency testing centres were activated, contact tracing mobilised, and targeted quarantines were implemented rather than shutting down the whole nation. Instead of making a post-factum move Chung was able to deploy real-time surveillance information and decentralised testing centres in order to avoid overloading the healthcare system. By August 1 2021 more than 11.7 million coronavirus (COVID-19) tests were in South Korea (Statista, 2024). South Korea was able to flatten the infection curve due to its quick testing in large quantities right at the beginning of the infection and exporting medical supplies and hygiene items to other nations. This proactive approach showed strategic anticipation, involvement of the citizens, and open communication, which are some of the pillars in successful crisis leadership.
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Figure: South Korea: coronavirus total test cases 2021
(Source: Statista, 2024)
In the meantime Prime Minister Justin Trudeau of Canada was forced to use the situational style of crisis leadership, limited by the decentralised provincial structure of Canada. Trudeau has made national emergency announcements and closed borders but restrictions were not uniformly implemented across provinces. Policy uniformity was slowed by having to negotiate with regional governments to enable decision-making. However the leadership crisis that Trudeau exemplified was characterised by empathy, solidarity, and national organisation, through which he often addressed the citizens to keep their spirits high. In contrast to the reactive direction of Spain or the early intervention in Korea, the Canadian strategy was not biased either in terms of federal intervention or provincial autonomy. Canada donated more than Can$900 million to WHO towards global health concerns such as polio eradication and the COVID-19 response (WHO, 2022). Slower though it was, the strategy prevented the collapse of the health systems and enabled provincial responses.
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Figure: Top 10 Contributors to WHO (2020-2021)
(Source: WHO, 2022)
[bookmark: _heading=h.jfxe7oamtl3b][bookmark: _Toc216690830]2. Collaboration with Health Institutions and Experts
The application of collaboration with scientific organisations was a common practice in all three jurisdictions yet the type and level of their accommodation varied. The national health system of Spain (SNHS) and the local health authorities assisted in interpreting the surveillance data in Spain. The SNHS is highly decentralised and autonomy of the governments makes up a high proportion (90%) of total expenditure (World Economic Forum, 2021). Regions receive their healthcare funds via transfers from the central government on the basis of adjusted capitation. Nonetheless the lack of coherence in restrictions was first due to the fragmented decision-making within autonomous communities. The leadership of Illa showed the aspects of both transactional and bureaucratic collaboration where the advice of the experts was applied but limited to the political negotiation. The increasing severity of the crisis led to enhanced scientific control via committees of experts, epidemiological modelling and coherent national guidelines. This development demonstrates that it is turning to evidence-based, technocratic cooperation, albeit at a slower pace than South Korea.
On the other hand the expert-government alignment in South Korea was the best. Prime Minister Chung collaborated with the Korea Disease Control and Prevention Agency (KDCA), the experts of infectious disease, and technology partners to launch mass testing, mobile tracing applications, and open-source data systems. At the onset of the pandemic Korea has heavily utilised large-scale and quick testing and contact tracing coupled with social distancing. Over 600 COVID-19 test centres have been developed (World Bank, 2022). This is indicative of distributed and technocratic leadership where power and expertise was not concentrated in political office but was distributed throughout institutional networks. The flow of knowledge was very quick and it enabled real-time decisions to be made. In contrast to Spain or Canada government concentrated on coordination and communication, whereas scientific organisations were in charge of designing the response. This generated increased trust and adherence to policies by the population.
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Figure: COVID-19 pandemic and government measures in South Korea
(Source: World Bank, 2022)
In Canada the form of collaboration was federal-provincial based. Trudeau used the Public Health Agency of Canada, provincial, Chief Medical Officers, and national scientific advisory committees. Head of drafting and passing of 83 Emergency Orders-in-Council, under the Quarantine Act, to restrict the introduction and spread of COVID-19 into Canada (Canada.ca, 2024). PHAC also increased its presence at the border by offering front-line public health services. Nonetheless due to constitutionally provincial healthcare governance, there were regional differences in the responses. The leadership style of Trudeau is consequently the democratic and participative leadership whereby expert opinion was required to reach an agreement and not solely work. This decelerated national standardisation but allowed place-based interventions according to Indigenous communities, northern regions and densely populated provinces. Decision-making was effective, but there were coordination issues that slowed down concerted messages.
[bookmark: _heading=h.u3xku338mp6w][bookmark: _Toc216690831]3. Vulnerable Groups Protection and Social Support Leadership
Defending vulnerable and disadvantaged populations emerged as one of the leadership activities at different levels across Spain, South Korea and Canada which demonstrated the ethics, equity-oriented, and servant leadership theories. In Spain the elderly in the homes were given the first priority with the outbreak of infections resulting in high death tolls. To pay families who lost their income during lockdowns Government expanded hospitals, hired new doctors, and gave people financial security programs. Its immunization program also placed health workers and clinically vulnerable groups on the frontline that contributed to cutting down the number of severe disease and deaths by large margins. The second EU state to restrict the use of AstraZeneca vaccine to older people was Spain, as an attempt to mitigate the lack of trust and regulatory suspicion in the population (The Guardian, 2021). Despite the fact that the control measures were slow initially, the further strategies proved the increasing compliance with distributive justice and protection of vulnerable groups.
South Korea applied that priority but presented it with the help of technology-based model of public health. State provided free testing and treatment, masks, and welfare for people in quarantine made it more affordable for the low-income residents and foreign workers. The four supplemental budgets in 2020 passed by the government provided financial stimulus, healthcare subsidies, and compensation of COVID-19-related costs to try to lighten the broader financial burden. International evaluations pointed out the measures cut down out-of-pocket expenses and enhanced access to care among the disadvantaged populations  (World Bank, 2024). Since the speed of digital tracing allowed countries not to lock down the whole nation the disruption of the economy in low-wage employees was minimised. This style is consistent with adaptive and servant leadership, which accentuate dignity, equitable access and citizen protection.
The leadership of Justin Trudeau was based on extensive social safeguarding in Canada. The Canada Emergency Response Benefit (CERB), wage replacement benefits, eviction and loaning programs of small businesses prevented unemployment and housing insecurity. Specific emphasis on vaccination and extra support of the federal government were given to remote territories, Indigenous communities and long-term care homes. CERB was an income support to employees whose incomes were hit by the pandemic (Canada.ca, 2024). The strategy of Trudeau has shown democratic and ethical leadership, where equality, social assurance and clarity were the main concerns. Nevertheless provincial unequal capacity and increased deaths in certain nursing homes highlighted structural issues of the decentralised care system in Canada.
[bookmark: _heading=h.6znl6w89zq0l][bookmark: _Toc216690832]How Leadership Shaped and Structured Health Systems in Spain, South Korea, and Canada
The role of leadership in COVID-19 was at the heart of the response of the national health systems, reallocated resources and adjusted to the increased speed of changing clinical needs. Despite the fact that each country worked on the basis of different governance models, the activities of leaders impacted on the structure of the system, mobilisation of resources, and behaviour of people.
In Spain, the leadership of the Minister Salvador Illa transformed the system of health that was mainly based on a decentralised model to a more nationally integrated one. Before COVID-19 the 17 autonomous regions of Spain dealt with healthcare independently, which created disconnects in terms of surveillance and allocation of resources. The government to centralise medical supply procurement, redistribute the ICU capacity, and deploy regional restrictions have been compelled by increasing infections and an overcrowded hospital system (WHO, 2024). Necessary staffing of healthcare workers and transformation of social spaces into medical ones were short-term solutions that doubled the system limits in several weeks. When the initial failures were noted another response is epistemic surveillance which Spain increased its investments in digital reporting and contact tracing systems. The vaccination campaign also redesigned the functioning of the system mass immunisation centres, national scheduling systems, and prioritisation of the vulnerable population and healthcare workers proved to be a shift to strategic and centralised governance of public health. The reaction of the leadership to the situation was slow at first, but subsequent operations enhanced the resilience of the system, information sharing and communication between services over various regions.
Premier leadership of Chung Sye-kyun in South Korea has transformed the structure of the health system by initiating and technologically facilitating some changes in the structure. Based on experience gained in previous outbreaks including the MERS the government gave the Korea Disease Control and Prevention Agency (KDCA) broader powers and resources. Drive through clinics testing centres and mobile screening units were deployed all over the country within a few days, showing agile restructuring of health systems (World Bank, 2022). An effective cooperation between the political leadership and scientific fields can be seen through the example of government cooperation with biotech companies which quickly worked out approved testing kits. An advanced digital surveillance system was created, the system is based on credit card records CCTV information and mobile GPS data which created opportunity to trace contacts and isolate them quickly without overcrowding hospitals (OECD, 2022). Whereas in Spain or Canada national lockdowns were implemented South Korea did so by structurally rearranging its public health activities into prevention, mass detect and rapid containment. The health system was made more proactive and flexible through leadership decisions that enhanced surveillance, laboratory capacity and data-driven governance.
The leadership of the Prime Minister in Canada, Justin Trudeau, transformed the health system largely by funding health services, intergovernmental coordination and support of provincial healthcare organisations. Since the process of healthcare delivery is provincial there was little national standardisation. In response the federal government funded it PPE acquisition and vaccine distribution, and provinces adjusted local capacity, testing and clinical pathways. The federal leadership designed vaccine systems by ensuring the international contracts of vaccines and allocating doses throughout provinces proportionally whereas the provincial governments operated the clinics and registration sites (Canada.ca, 2025). Military and Red Cross teams were sent to long-term care homes during crises to increase capacity in the overwhelmed provincial services. The communication-oriented and collaborative leadership approach of Trudeau minimised the risks in the eyes of the population and promoted the adherence to the health practices. In spite of the fact that decentralisation hindered the consistent system reformation the multilayered health response Canada showed how federal leadership might assist sub-national systems by financing, coordinating, and staffing emergency situations.
[bookmark: _Toc216690833]Recommendation
The comparative analysis among the three countries revealed the recommendation to establish a hybrid governance model that balances centralised coordination with decentralised implementations. The pandemic preparedness for the future must combine unified command and agility in approaches with the contextual flexibility of countries' regional systems (Janssen and Van der Voort, 2020, p.102180). Governments must strengthen national public health agencies with the authority to coordinate across multiple jurisdictions with standardised data sharing and ensure equitable resource allocation while empowering the regional authorities to adopt tailored strategies to meet the local needs. In addition to this, integrated communication channels between the central and subnational bodies must be institutionalised to reduce the response delays and conflicting measures. Investments for digital health survelliences, cross-government training and real-time information can enhance preparedness and coordination. The hybrid model can ensure cohesive national responses, while creating a resilient system capable of managing global health emergencies in future effectively. 
Another suggestion is to invest in workforce resilience as one of the key elements of pandemic preparedness. Staffing was also short during the waves of COVID-19 in Spain, South Korea, and even Canada, as well as burnout and uneven labor distribution. Governments must ensure they have national surge staffing plans, develop training pipelines of nurses and other professionals in the field of public health, and establish means of emergency licensure to fast-track retired or internationally trained clinicians. Enhancing mental health services and incentives on retention would also see to it that health systems are not shut down by the long lasting crisis (Khazanov et al., 2022). Formalisation of the strategies of public trust is another suggestion in the context of planning national emergency. Great transparency, participation in the community, and culturally specific messages were proven to enhance compliance and vaccine acceptability. Societal resistance can be lowered by embedding behavioural science experts in the public health agencies, collaborating with the community leaders and combatting the misinformation on a proactive side using the proven information sources (Essex, 2022). The focus on social cooperation and the effectiveness of the system in addressing health emergencies in the future will improve only by considering the priority of developing a policy that will focus on the greater good namely the public trust.
[bookmark: _heading=h.ic1kqiioc1lq][bookmark: _Toc216690834]Conclusion 
To sum up the comparative research of Spain, South Korea and Canada proves that leadership is a defining factor in determining the structure of a health system and a pandemic outcome. Despite the fact that the three countries varied in their governance systems, their material resources and cultural demands, all rulers had a great impact on the policy strategies, coordination and communication of the policy to people. Spain abandoned the slow and decentralised course of action and turned to more centralised one that increased hospital capacity and focused on vaccination. South Korea implemented preemptive, technology-focused population health responses: through real-time surveillance and collaboration with experts, it could prevent the national lock downs. Canada was based on the principle of cooperative federalism, enriching the provincial systems by means of funds, a national purchase, and harmonious messages of federal leadership. Regardless of the approaches, it is possible to note the general desire to protect vulnerable populations and preserve the trust of people. The results emphasise the fact that the effectiveness of the pandemic response is not limited to clinical resources but also to governance, transparency, and adaptive decision-making. Empowering the surveillance systems, emergency workforce and communication with the people will be necessary so as to be resilient in case of future global health crises.
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